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ANNEXES

KEY MESSAGES FOR MOTHERS/
CAREGIVERS OF CHILDREN/PLW IN TSFP
ON USE AND STORAGE OF RATIONS
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ANNEXES

RECIPES FOR DIFFERENT TYPES OF LOCALLY
PREPARED HIGH ENERGY AND NUTRIENT
DENSE MEALS

1. Recipe for high energy porridge
INGREDIENTS

e 200g of sorghum or maize flour

* 3 cups of water (200ml each)

e 1 cup of fresh goat’s or cow’s milk (200ml)

* 2 table spoonful of groundnut or sesame paste

» 2 table spoonful of vegetable oil

* 2 table spoonful of sugar

* A finger pinch of iodized salt

PREPARATION METHOD

1.  Wash your hands with soap and clean (running) water;

2. Measure and pour 2 cups (200ml each) of clean water into

a clean sauce pan;

3. Measure and pour 200g of sorghum or maize flour into a
clean bowl/plate;

4. Add 1 cup (200ml) of cold water to the bowl/plate of flour
and mix to form a paste;

5. Add the paste into boiling water, and continue stirring to

form a gruel. Cook for at least 10 minutes;
6. Add 1 cup (200ml) of fresh goat’s or cow’s milk;

7. During the last 2 minutes, add the 2 table spoonful of
groundnut/sesames paste, sugar, oil and a pinch of salt. Stir
until well mixed;

8. Remove it from fire, cool slightly and serve;

Note: Any cereal flour can be used to make HEP.

2. Recipe for pasted cowpeas
leaves dish

INGREDIENTS

*  Water

»  Cowpeas leaves

* 4 pieces of okra

» 2 pieces of tomatoes

*  Ground nut or simsim Paste

* lodized salt

* 4 pieces of calcium carbonate (magadi salt) the size of
papaya seeds

PREPARATION METHOD

1. Wash your hands with soap and clean (running) water;

2. Wash the cowpeas leaves with plenty of clean (running)
water to remove the soil particles and any other dirty
substances;

3. Allow time for water to drip off, DO NOT squeeze the
vegetables;

4. Set fire and put clean water in a saucepan/pot and put it on
the fire, bringing it to boil (until big bubbles are formed);

5. Chop/cut the cow pea leaves and the Okra and pour it into
the saucepan of boiling water;

6. Add 4 pieces of bicarbonate salt (each the size of papaya
seeds). Add salt to your taste and allow to boil for 5-10

minutes;

7. Add ground nut or simsim paste and continue cooking for
another 5 minutes;

8. Remove from fire and serve.

Note: Any green vegetables can be used in place of cowpea leaves.
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ACTION PROTOCOLS FOR SFP

A: Action protocol for TSFP

LOOK FOR THE FOLLOWING SIGNS ACTION WHAT TO DO

Presence of bilateral pitting oedema +, ++
OR

Deterioration in anthropometric criteria used for admission (MUAC to <
11.5¢cm or WFH/L to <-3 z-score)

Refer to OTP

ANNEXES

Complete a referral slip to OTP. Tell the mother/
caregiver where and when to go to OTP.

Deterioration to SAM with bilateral pitting oedema +++ or with medical

Refer to inpatient

Complete a referral slip to SC/ITP. Tell the mother/

facility or hospital
with inpatient care
services

complications care (SC/ITP) caregiver where to go and fast track admission to SC/
ITP.
Medical complications or danger signs requiring inpatient admission Refer to health Complete a referral slip and fast track child for

admission to inpatient care (paediatric /children’s
ward).

Weight loss for 2 consecutive visits

Home visit

Arrange for HHP to visit the home to investigate
reasons.

Weight loss for 3 consecutive visits or no weight gain for 4 consecutive
visits

Refer for medical
investigation

Complete a referral slip and refer the child to a
health facility to determine and manage the possible
underlying medical reasons for failure to gain weight.

Absent (misses one visit) or default (absent two consecutive visits)

Home visit

Arrange for HHP to visit the home to investigate
reasons for absence/default and encourage return.

NUTRITIONAL
STATUS

Child is not

CRITERIA

MUAC = 12.5¢cm Provide ration

B: Action protocol for BSFP for children 6-59M based on nutritional status

ACTION

MUAC >11.5¢cm
-<12.5¢cm

MUAC <11.5cm

JOR

Bilateral pitting oedema

‘ ‘ CMAM Guidelines Book.indb 112

malnourished

Provide prevention package if available

Advise mother/caregiver to come back in one month

Child has moderate
acute malnutrition
(MAM)

Provide ration
Provide referral slip to TSFP and advise mother/caregiver where and when to take the child
Provide the prevention package and record this on referral slip

Advise mother/caregiver to come back in one month

Child has severe
acute malnutrition
(SAM)

Provide ration

Provide referral slip to OTP and advise mother/caregiver where and when to take the child for
further assessment and appropriate management

Provide the prevention package and record this on referral slip

112 Guidelines for Community Management of Acute Malnutrition
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CRITERIA NUTRITIONAL STATUS
MUAC = 23.0cm PLW is not acutely malnourished

ANNEXES

C: Action protocol for BSFP for PLW based on nutritional status

ACTION

Provide the ration
Provide the prevention package if available

Advise PLW to come back in one month

MUAC < 23.0cm PLW is acutely malnourished

Provide the ration

Provide referral slip to TSFP and advise mother where and when
togo
Provide prevention package and record this on the referral slip

Advise PLW to come back in one month

Bilateral pitting oedema PLW suspected to be acutely
malnourished

Provide the ration
Refer to the nearest health facility for further assessment

Provide the prevention package and record this on the referral
slip

INFANT < 6 MONTHS: Infant has SAM

Visibly wasted/and or bilateral
pitting oedema or

Is not breastfeeding effectively or

Is losing weight

Provide referral slip to the nearest health facility

Advise mother/caregiver where and when to take the child for
further assessment

Ensure mother is registered in BSFP for PLW

‘ ‘ CMAM Guidelines Book.indb 113 @
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ANNEXES

BSFP RATION CARD FOR CHILDREN
6-59 MONTHS

State County: Name of Health/Nutrition Facility
Child’s name Age (months)
Admission date (dd/mm/yy) Payam

/ /
Caregiver’s name Village/Boma
Chief/sheik

DATE SOAP/ LLITN/ OTHER
(DD/MM/ PREVENTION ITEMS REFERRAL TO OTP OR
@ YYYY) MUAC (CM) RATION (KG) GIVEN TSFP @
Round 1
Round 2
Round 3
Round 4
Round 5
Round 6

114 Guidelines for Community Management of Acute Malnutrition
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ANNEXES

SCREENING RECORD SHEET:
CHILDREN 6-59 MONTHS

For use on admission and at every monthly distribution

NAME OF PARTNER

NAME OF STATE MONTH

NAME OF COUNTY DISTRIBUTION ROUND NO.
NAME OF PAYAM DATE

NAME OF VILLAGE/BOMA BSFP SITE NAME

NAMES OF PERSONS FILLING IN SHEET

MUAC >12.5m 1
TOTAL

MUAC >11.5cm - <12.5cm

TOTAL

MUAC <11.5¢cm

TOTAL

OEDEMA

TOTAL

Guidelines for Community Management of Acute Malnutrition = 115
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ANNEXES

BSFP RATION CARD FOR PREGNANT AND
LACTATING MOTHERS WITH INFANTS
LESS THAN 6 MONTHS (PLW)

State

County:

Name of Health/Nutrition Facility

Pregnant and lactating status

Pregnant D Lactating D
PLW’s name Age (years)
Payam
Admission date (dd/mm/yy) Village/Boma
Discharge date (dd/mm/yy) Chief/sheik

DATE SOAP/ LLITN/ OTHER
(DD/MM/ PREVENTION ITEMS REFERRAL TO ANC/
YYYY) MUAC (CM) RATION (KG) GIVEN TSFP/ PMTCT

Round 1

Round 2

Round 3

Round 4

Round 5

Round 6
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ANNEXES

BSFP SCREENING RECORD SHEET FOR PLW

For use on admission and at every monthly distribution

NAME OF STATE MONTH
NAME OF PAYAM DATE

Pregnant women with MUAC > 23.0cm -
N
Pregnant women with MUAC< 23.0cm prs
N
Lactating women with MUAC >23.0cm )H(
N
Lactating women with MUAC < 23.0cm )H’
N
Infants < 6 months with SAM e
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ANNEXES

DECISION-MAKING FRAMEWORK FOR
OPENING A NUTRITION PROGRAMME"

Malnutrition rate (GAM) = 15% or 10-14% plus
aggravating factors

Malnutrition rate (GAM) 10-14% or 5-9% plus
aggravating factors

Malnutrition rate (GAM) under 5-10% with no
aggravating factors

Food availability at household level <2100 kcal per
person per day

Malnutrition rate (GAM) under 5% with no aggravating
factors

Critical situation:
General rations (unless situation is limited to vulnerable groups)

Blanket supplementary feeding for all members of vulnerable groups, especially children,
pregnant and lactating women

Therapeutic feeding programme for severely malnourished individuals

Serious situation (alert):
No general rations, but

Targeted supplementary feeding for individuals identified as malnourished in vulnerable
groups

Therapeutic feeding programme for severely malnourished individuals

Poor (alert) situation:

Improve general rations until local food availability and access can be made adequate

Acceptable situation:
No need for population interventions
Attention to malnourished individuals through regular community services

Continuous monitoring of the nutrition situation

Aggravating factors can include:

*  Worsening of the nutritional situation;

*  Food availability at household level is less than the mean

energy requirement of 2100 kcal per person each day;

*  The general food distribution (GFD) is below mean energy,

protein and fat requirements;

» Epidemic of measles or whooping cough;
»  High prevalence of respiratory or diarrhoeal diseases;
» Inadequate safe water supplies and sanitation;

» Inadequate shelter;

*  War and conflict, civil strife, migration and displacement.

*  Crude mortality rate more than 1 per 10,000 per day;

GUIDANCE ON CRITERTIA FOR CLOSING SFP

General food distribution (GFD) is adequate and is meeting planned
minimum nutritional requirements. The GFD should also have a
specific food that meets the minimum nutritional requirements for

young children.

Prevalence of acute malnutrition is <15% without aggravating factors.

Prevalence of acute malnutrition is <10% without aggravating factors.

Disease control measures are effective.

General food distribution (GFD) is adequate and meeting planned
minimum nutritional requirements. The GFD should also have a
specific food that meets the minimum nutritional requirements for
young children

Prevalence of acute malnutrition is <6% without aggravating factors.
Control measures for infectious diseases are effective.

Deterioration in nutritional situation is not anticipated, i.e. seasonal
deterioration.

Source: Adapted from UNHCR (2011). Guidelines of Selective Feeding: The Management of Malnutrition in Emergencies.
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ANNEXES

SUGAR WATER PROTOCOL

Children with SAM can develop hypoglycaemia (low blood
sugar <3mmol/l or <54mg/dl). This could be due to inadequate
intake of food as a result of poor appetite, infrequent feeding,
traveling long distance without food, waiting too long for
admission, or due to excessive vomiting. Hypoglycaemia
should be prevented or treated promptly and appropriately to
prevent deaths, especially in critically sick children with SAM.

SUGAR WATER 10% DILUTION

(INGREDIENTS):
100ml 10g 2 heaped teaspoons
200ml (average cup) 20g 4 heaped teaspoons
500ml (1 small drinking 509 10 heaped teaspoons

water bottle)

1 litre (2 small drinking water 100g
bottles)

20 heaped teaspoons

Preparation:
*  Measure the required amount of safe drinking water
(slightly warm if possible to help dilution)

*  Add the required amount of sugar to safe drinking water
and shake or stir it vigorously.

How to give:
Give 50ml of 10% sugar water to:

* All children with SAM who have travelled for long
distances without feeding. This should be done
immediately on arrival at the health/nutrition facility;

*  All children with SAM who have waited a long time for
attention;

e Children with SAM who have hypothermia (low body
temperature [<35.0 °C axillary or <35.5 °C rectal]). A
hypothermic child is most probably also hypoglycaemic.

*  All children with SAM refusing ready-to-use therapeutic
food (RUTF) or being referred to inpatient care.

Note: If possible, especially when it is very hot, give sugar water to all
children awaiting treatment in the OTP.

ANNEX 28
APPETITE TEST FOR RUTF

Appetite test for RUTF forms one of the most important criteria
for deciding whether a patient with SAM in absence of severe
medical complications, should be treated as an outpatient or
inpatient.

The pathophysiological responses to nutrient depletion in
children with SAM are such that the hepatic (liver) and
metabolic system are impaired and dysfunctional, leading to
poor appetite. In addition, children with a significant infection
also lose appetite, especially in the acute phase. This puts
children with SAM and at a higher risk of death.

e Conduct the appetite test for RUTF at admission and on
each follow-up visit to OTP.
»  Conduct the appetite test in a quiet separate area.

»  Explain the purpose and procedure of the appetite test to
the caregiver.

e Advise the caregiver to:

O Wash hands with soap and clean running water before
giving the RUTF

O Wash the hands and face of the child

Sit with the child on the lap and gently offer the RUTF

O Encourage the child to eat the RUTF without
force-feeding

O Offer plenty of safe drinking water to child when eating
the RUTF

*  Observe the child eating the RUTF

Decide if he/she passes or fails the test

O The child passes if he/she completes the RUTF test
amount in 30 minutes

O The child fails if he/she fails to complete the RUTF test

amount in 30 minutes.

Quantities of RUFT for Appetite Test:

WEIGHT PASS APPETITE | FAIL APPETITE
(KG) TEST TEST

Less than 4kg Eats at least ', sachet Eats less than ¥,
sachet
4kg and above Eats at least 5 sachet Eats less than %5

sachet

Notes: If necessary, arrange a quiet corner where the child and caregiver
can take their time to get accustomed to eat the RUTF. A child who fails
the appetite test should be referred to SC for stabilization
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ANNEXES

LOOK UP TABLE FOR AMOUNTS OF RUTF
(92G SACHETS) TO GIVE TO A CHILD

WEIGHT (KG) SACHETS/DAY SACHETS/WEEK SACHETS/2 WEEKS
1.5 " 22

3.0-3.9

4.0-49 2.0
5.0-6.9 2.8
70-84 3.0
8.5-9.4 3.5
9.5-104 4.0
10.5-11.9 4.5
>12.0 5

14 28
18 35
21 42
25 49
28 56
32 64
35 70

Ready to use therapeutic food (RUTF) is a food and
medicine for severely acute malnourished children only.

Do not share or sell it.

Sick children often don’t like to eat. Give small regular
meals of RUTF and encourage the child to eat often (if
possible, 8 meals a day). Your child should have
packets a day. (see Annex 29)

If your child is still breastfeeding, continue to breastfeed.
Offer breast milk first before every RUTF feed.

RUTF is the only food acutely malnourished children need

to recover during their time in OTP.

Always give RUTF before other foods, such as porridge

(use local name).

Always offer the child plenty of safe water to drink while

120 Guidelines for Community Management of Acute Malnutrition
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KEY MESSAGES UPON ADMISSION TO OTP

eating RUTF. Children will need more water than normal.

*  Wash the child’s hands and face with soap and clean

running water before feeding.
»  Keep food clean and covered.

»  Severely acute malnourished children get cold quickly.

Always keep the child covered and warm.

*  For children with diarrhoea, continue feeding. Give them

extra food and water.

*  Return to the health facility whenever your child’s

condition deteriorates or if he/she is not eating sufficiently.

Note: Ask the caregiver to repeat the messages to be sure they have
been correctly understood.
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ANNEXES

OUTPATIENT THERAPEUTIC PROGRAMME
(OTP) TREATMENT CARD

CHILDREN (6-59 MONTHS)

State County Name of Health/Nutrition Facility

Child’s Name Registration Number

Date of Admission (dd/mm/yy) Sex (M/F) Age (months)
[

Mother’s/Caregiver’s Name Payam

Chief/Sheik Village/Boma

FAMILY HISTORY

Birth order: Is it 5th child or more? [_] Yes [ No Twin: [ Yes [ INo

Father alive D Yes D No Mother Alive D Yes D No

Total number of children under 5 in the household:

IDP D Refugee D Host community D

ADMISSION AND DISCHARGE INFORMATION

Admission Referred from | Referred from | Referred from | Referred from | Other (specify in the New Readmission/
type (tick) community SC/ITP other OTP TSFP remarks below) admission relapse?
D D D D D DYes I:'NO |:|Yes |:|No
ADMISSION INFORMATION DISCHARGE INFORMATION (SEE KEY
Bilateral pitti d BELOW)
ilateral pitting oedema
9 [ Ives [ INo [] oedema+ ++ Date (mm/dd/yy)
MUAC (cm) Admission | ] MUAC<11.5cm AU )
. criteria Weight (Kg)
Weight (Kg) e
[ wrhL <3z-score Height/length (cm)
Height/length (cm) (] other (specify): WFH/L (z-score)
Discharge outcome
WFH (z-
(2-score) (see key below)
KEY
A - Absent D - Died DEF - Default (absent | TO - Transfer out/ referred out NR - Non-respondent C - Cured (MUAC >11.5cm
(misses one | (dies while for two or more (those referred to SC/ITP or (did not reach discharge or WFH/L =-3z-score for 2
visit) registered consecutive visits) other OTP or for medical care at criteria after 3 months consecutive visits and No
in OTP) a health facility) in OTP) bilateral pitting oedema)
REMARKS
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ANNEXES

MEDICAL HISTORY AT ADMISSION

Diarrhoea (3 or more loose stools per day) |:| Yes |:| No |:| Watery diarrhoea |:| Bloody diarrhoea
Vomiting D Yes |:| No | Passing urine |:| Yes |:| No

Cough D Yes D No  Ifyes, cough lasting 2 weeks or more |:| Yes |:| No  History of contact with a person with TB |:| Yes D No
Appetite: |:| Good |:| Poor | |:| Breastfeeding |:| Yes |:| No

Additional information including immunization status:

PHYSICAL EXAMINATION AT ADMISSION

Respiratory rate
(breaths per min) <30 30-39 40-49 50-59 60 + Chest in-drawing: D Yes D No
Temperature °C | Palmar pallor: |:| Normal |:| Pale
Eyes |:| Normal Signs of infection: Signs of VAD: Signs of dehydration (interpret
|:| Sunken |:| Yes |:| No D Yes D No with caution): |:| Yes D No
Ears |:| Normal |:| Discharge | Mouth: D Normal D Sores D Candidiasis
Enlarged lymph nodes |:| None D Neck D Axilla |:| Groin
Skin infection |:| None |:| Scabies D Ulcers [ Abscesses | Others (specify):
Skin changes D None | Dermatosis: D Mild D Moderate D Severe | Disability: D Yes D No
Laboratz;ﬁ:;Zz:tli?nig?;igzg HIV status: |:| Positive |:| Negative |:| Exposed D Unknown Others (speciiy):

DIAGNOSIS AND TREATMENT GIVEN:

FOLLOW UP VISITS

@

2]
N
[
N
[
<]
5]
|
(4]
5]
=
S

MEDICAL HISTORY
Date

Diarrhoea (#days)

Vomiting (#days)

Fever (#days)
Cough (#days)
Other (specify) (#days)

PHYSICAL EXAMINATION
Temperature (0C)

Respiratory rate (breaths/min)

Signs of dehydration (Y/N) (interpret with caution)

Signs of anaemia/Palmar pallor (Y/N)

Skin changes/lesions (Y/N)

Other (specify) (#days)
APPETITE TEST FOR RUTF
Passed=Y | Failed=N

RUTF issue (# of sachets)

FOLLOW UP ACTION
ACTION NEEDED* (Y/N) (see below)

Name of examiner (initials)

DIAGNOSIS AND TREATMENT GIVEN (IF APPLICABLE). Indicate the date and name of the health/nutrition worker:

ACTION TAKEN DURING HOME VISIT (INCLUDE DATE)

*Indicate action needed as follows: HV=Home visit, TO=transfer to SC/ITP or other OTP; R=referral for medical investigation. If no action is needed, in-
dicate OK= continue treatment
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OUTPATIENT THERAPEUTIC PROGRAMME
(OTP) RATION CARD

State

County

Name of Health/Nutrition Facility

Child’s Name

Registration Number

Mother’s/Caregiver’s Name Sex (M/F)
Village Age (months)
Date of Admission(dd/mm/yy): Payam
Discharge date (dd/mm/yy): Village/Boma

Admission visit

WEIGHT HEIGHT/ WFH/L
MUAC (CM) | (KG) LENGTH (CM) |Z-SCORE | #RUTF

Follow up visit 1

Follow up visit 2

Follow up visit 3

Follow up visit 4

Follow up visit 5

Follow up visit 6

Follow up visit 7

Follow up visit 8

Follow up visit 9

Follow up visit10

Follow up visit 11

Follow up visit12
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ANNEXES

ANNEX 33
RUTF SPECIFICATIONS’

PLUMPY’NUT®

Plumpy’Nut® is a commercial type of RUTF. Plumpy’Nut® is a
ready-to-eat therapeutic spread presented in individual sachets.
It is a groundnut paste composed of vegetable fat, peanut butter,
skimmed milk powder, lactoserum, maltodextrin, sugar, and a
mineral and vitamin complex.

Plumpy’Nut® is designed

to be used:

In dietary treatment of severe malnutrition: The nutritional value
of Plumpy’Nut® is similar to that of NUTRISET’ therapeutic
milk F100. It is recommended to use Plumpy’Nut® in Phase 2 of
the dietary treatment of severe malnutrition. The recommended
dose varies up to 200 Kcal/body weight/day. Plumpy’Nut® is
available in individual sachets of 500 kcal (92 g) and is ready-to-
cat (It can be used simply by opening the sachet and eating it no
cooking or diluting is necessary).

INSTRUCTIONS FOR USE

Safe drinking water must be made available to children while
they consume ready-to-eat therapeutic spread. The product
should be given only to children who can express their thirst.

RECOMMENDATIONS FOR USE

It is recommended to use this product in the rehabilitation
phase in the dietetic management of SAM. In the stabilisation
phase, a milk-based diet is used (F75). However, Plumpy’ nut®
is contraindicated for children who are allergic to cow milk,
proteins, or peanuts, and for people with asthma due to risk of
allergic response.

STORAGE AND PACKAGING

Plumpy’Nut® has a shelf life of 24 months from manufacturing
date and should be stored in a cool and dry place. It comes in

a 92g packet that contains 500 kcal. A carton (around 15.1 kg)
contains 150 packets.

In addition to good nutritional quality (protein, energy and
micronutrients), RUTF should have the following attributes:

Taste and texture suitable
for young children

*  No need for additional processing such as cooking before
consumption

*  Resistant to contamination by microorganisms and a long
shelf life without sophisticated packaging

» Ingredients that are low cost and readily available in
developing countries

SAFETY

The food must be kept free from objectionable matter. It must
not contain any substance originating from microorganisms
or any other poisonous or deleterious substances like anti-
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nutritional factors, heavy metals, or pesticides in amounts that
might represent a hazard to health of severely malnourished
patients.

The product should comply with the International Code of
Hygienic Practice for Foods for Infants and Children of the
Codex Alimentarius Standard CAC/RCP 21-1979. All added
mineral and vitamins should be on the Advisory List of Mineral
Salts and Vitamin compounds for Use in Foods for Infants and
Children of the Codex Alimentarius Standard CAC/GL 10-1979.
The added minerals should be water-soluble and should not form
insoluble components when mixed together.

RUTF SAFETY SPECIFICATIONS

Aflatoxin level 5 ppb maximum
Microorganism content ~ 10,000/g maximum
Coliform test negative in 19

Clostridium
perfringens

negative in 1g

Yeasts maximum 10in 1g
Moulds maximum 50in 1 g
Pathogenic negative in 1g

staphylococci

Salmonella negative in 125 g

Listeria negative in 25 g
NUTRITIONAL VALUE:

92G PACKET 100G PACKET

MACRO NUTRIENTS

Energy (545kcal*), Proteins
(13.69),
Lipids (35.79)

MICRONUTRIENTS

Vitamins: Vit A (840 ug), vit D (15 Vitamins: Vit A (910 pg), vit D
Jg), vit E (18.4 mg), vit C (49 mg), vit (16 ug), vit E (20 mg), vit C (63
B1 (0.55 mg), vit B2 (1.66 mg), vit B6 mg), vit B1 (0.6 mg), vit B2 (1.8
(0.55 mg), Vit B12 (1.7 pg), vit K (19.3 mg), vit B6 (0.6 mg), Vit B12 (1.8
Jg), biotin (60ug), folic acid (193 ug), ug), vit K (21 pg), biotin (65ug),
pantothenic acid (2.85 mg), niacin folic acid (210 pg), pantothenic
(4.88 mg) acid (3.1 mg), niacin (5.3 mg).

Minerals: Calcium (320

mg), phosphorus (394mg),
potassium (1,111 mg),
magnesium (92mg), zinc (14
mg), copper (1.78 mg), iron
(11.53 mg), iodine (110 ug),
sodium (<290 mg), selenium
(30 pg).

*10% of the kilocalories are from proteins and 59% from lipids

Energy (500kcal*), Proteins (12.5g),
Lipids (32.869)

Minerals: Calcium (276 mg),
phosphorus (276mg), potassium
(1,022 mg), magnesium (84.6mg),
zinc (12.9 mg), copper (1.6 mg), iron
(10.6 mg), iodine (92 pg), sodium (<
267 mg), selenium (27.6 ug).
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ANNEXES

ANNEX 34
ACTION PROTOCOL FOR OTP

I

LOOK FOR THE FOLLOWING

SIGNS
GENERAL CONDITION

BILATERAL PITTING OED

ANOREXIA *
VOMITING *

CONVULSIONS *

LETHARGY, NOT ALERT *

UNCONSCIOUSNESS *

HYPOGLYCAEMIA

DEHYDRATION

HIGH FEVER

HYPOTHERMIA

RESPIRATION RATE

ANAEMIA
SKIN LESION
SUPERFICIAL INFECTION

WEIGHT CHANGES

REQUEST

NOT RESPONDING

* Integrated Management
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REFERRAL TO INPATIENT CARE /STABILIZATION CENTRE (SC) HOME VISIT

Deteriorating
EMA Grade +++
Child is absent or
Increase in bilateral pitting oedema defaulting
Bilateral pitting oedema not reducing by week 3

Poor appetite or unable to eat- Failed appetite test

Intractable vomiting (persistent repeated vomiting that is hard to control) Child is not gaining weight
or losing weight on

Ask mother if the child had convulsions during the previous visit follow-up visit

Child is weak, child is difficult to awake
Child does not respond to painful stimuli Bl G G B
A clinical sign in a child with SAM is eye-lid retraction: child sleeps with eyes

slightly open.
gy op Child has returned from

Low level of blood glucose < 3 mmol/l, < 54 mg/dI inpatient care or refuses

referral to inpatient care
Severe dehydration based primarily on recent history of diarrhoea, vomiting, fever,

or sweating, and on recent appearance of clinical signs of dehydration as reported
by the mother/caregiver

Axillary temperature > 38.5° C, rectal temperature > 39° C taking into
consideration the ambient temperature

Axillary temperature < 35° C, rectal temperature < 35.5° C taking into
consideration the ambient temperature

> 60 respirations/minute for children under 2 months
> 50 respirations/minute from 2-12 months

> 40 respirations/minute from 1-5 years

> 30 respirations/minute for children over 5 years
Any chest in-drawing

Palmer pallor or unusual paleness of skin

Broken skin, fissures, flaking of skin

Any infection requiring intramuscular antibiotic treatment
Below admission weight on week 3

Weight loss for three consecutive visits

Static weight for three consecutive visits

Mother/caregiver requests treatment of child in inpatient care for social reasons
(decided by supervisor)

Child that is not responding to treatment is referred to inpatient care or hospital for
further medical investigation.

of Neonatal and Childhood lliness (IMNCI) danger signs
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CONDITION

ANNEXES

NUTRITIONAL MANAGEMENT

OF SYMPTOMS ASSOCIATED WITH

HIV/AIDS/TB/KALA AZAR

FOOD AND NUTRITIONAL PRACTICES OTHER CARE PRACTICES

Anorexia Try to stimulate appetite by eating favourite foods If loss of appetite is due to illness, seek medical
(Loss of Eat small amounts of food more frequently attention
appetite) Select foods that are energy dense e.g. honey etc.
Diarrhoea Drink lots of fluids to avoid dehydration e.g. soups, fruit juices, safe PREVENTION:
drinking water etc. Use safe drinking water
Eat soft fruits and vegetables e.g. bananas, pawpaw, mashed carrots Wash hands with soap and clean water before
etc. handling, preparing, serving or storing food
Drink light teas (e.g. herbal tea) Wash hands with soap and clean water after
Consume Foods rich in fibre such as millet, banana, lentils) to help defecation, or cleaning a child after defecation
retain fluids
Eat starchy foods like rice, maize, sorghum, potatoes, cassava and TREATMENT:
blended foods like corn soy blend (CSB) Drink plenty of fluids to prevent dehydration.
Consume easily digested foods high in carbohydrates e.g. rice, bread, Prepare rehydration solutions using packed ORS
millet, maize, potatoes or home-made solution consisting of:
Eat boiled or steamed foods ©  1litre of safe drinking water
Consyme fermented fqods e.g. yoghurt and germinated foods e.g. > 8teaspoons of sugar
germinated millet porridge > tea spoon of iodized salt
Eat animal source proteins e.g. fish, chicken, eggs etc.
Drink non-fat milk, unless there is intolerance to lactose Go to a health facility if symptoms such as severe
Eat small frequent foods and continue to eat following sickness to dehydration (low or no urine output, fainting,
restore weight and nutrient loss dizziness, short breath), bloody stools, high fever,
FOODS TO AVOID OR REDUCE INTAKE: vomiting, and severe abdominal pain that persists for
Some dairy products such as high fat milk TGN S 3
Caffeine (coffee and tea) and alcohol
Strong citrus fruits such as lemon and orange. These may irritate the Sl el
stomach Have enough rest
Avoid foods with strong smells e.g. spices like ginger, onions etc. Take antipyretics (e.g. 2 paracetamol [if adult]
Reduce intake of fatty foods with a meal, three times a day
Avoid excessively fried foods and extra oils, lard, butter 90 e sl el L sttt il fosliy
Reduce intake of gas forming foods like cabbage, onions, carbonated RS
soft drinks (sodas) °  Persistent fever, despite taking paracetamol
Eat soups of foods rich in energy and nutrients e.g. potato, carrots ©  Loss of consciousness and severe body pain
Drink plenty of fluids (especially safe drinking water) to prevent °  Yellow eyes
dehydration °  Severe diarrhoea
Drink teas with lemon, guava, gum tree
Drink more than usual, beyond quenching thirst
Continue to eat small frequent meals as tolerated
Nausea and Eat small frequent meals Avoid having an empty stomach (nausea is worse
vomiting Eat soups, sweetened porridge, and fruits like bananas if the stomach is empty)

Eat salty and dry foods like crackers to calm down the stomach
Drink herbal teas and lemon juice in hot water

Drink ginger root: crush ginger in cold water, boil the water for 10
minutes, place in a covered container, strain the ginger and drink the
liquid

Drink fluids such as safe drinking water

FOODS TO AVOID:

Fatty foods
Caffeine (coffee and tea) and alcohol

126 Guidelines for Community Management of Acute Malnutrition

Avoid lying down immediately after eating (wait at
least 20 minutes to avoid vomiting)
Rest between
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ANNEXES

CONDITION | FOOD AND NUTRITIONAL PRACTICES OTHER CARE PRACTICES

Oral Thrush
(Oral sores)

Anaemia

Muscle
wasting

Constipation

Bloatedness/
heart burn

Tuberculosis
(TB)

Loss of
taste and/
or abnormal
taste
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Eat soft mashed foods such as carrots, scrambled eggs, mashed
potatoes, bananas, soups, porridge

Eat small amounts of food

Eat foods that are cold or at room temperature

Drink plenty of fluids including fermented fluids like yoghurt and
fermented porridge

FOODS TO AVOID:

Spicy, salty and sticky foods as these may irritate the mouth sores
Avoid sugary foods to promote growth of yeast
Avoid strong citrus fruits and juices to prevent mouth irritation

Eat more iron rich foods: animal source foods like liver, red meat, fish;
and plant source foods like beans, lentils, ground nuts, green leafy
vegetables, nuts and oil seeds and fortified cereals

Eat iron rich foods together with foods rich in vitamin C (citrus fruits e.g.
oranges, lemon, tangerine) to enhance absorption of iron

Take iron supplements according to national anaemia policy and
guidelines

Drink plenty of fluids to avoid constipation

FOODS TO AVOID:

Avoid taking caffeine (coffee and tea) with meals- delay taking tea/coffee
until after meals

Increase food intake by increasing quantity of food and frequency of
consumption

Improve quality and quantity of food by eating a variety of foods

Eat soft liquid food if oral thrush is present

Increase protein and energy intake

Gradually introduce fat into the diet

Use fortified foods such as iodized salt, vegetable oil fortified with
Vitamin A, fortified cereal flours and products etc.

Eat more foods high in fibre content e.g. maize, whole wheat, bread,
green vegetables and fruits
Drink plenty of fluids

FOODS TO AVOID:

Processed or refined foods

Eat small frequent meals
Avoid gas forming foods/drinks (cabbage, sodas)
Drink plenty of fluids

Consume food high in protein, energy, iron and vitamins

Use flavour enhancers such as salt, spices, herbs and lemon

Chew food well and move it around the mouth before swallowing to
stimulate receptors

Seek medical attention

Tilt the head back when eating to help with
swallowing

Rinse mouth with boiled (or treated) warm salty
water after eating to reduce irritation and prevent
fungal growth

Treat and prevent malaria
Deworm regularly to prevent worm infestation

Exercise to enhance nutrient absorption, energy
utilization and muscle build up

Avoid using cleansing practices such as enemas
and medications

Drink plenty of fluids including boiled water

Eat long enough before sleeping to allow digestion
to take place

Seek medical attention immediately

Consult medical personnel about taking food with
medication

If taking isoniazid for TB treatment, take vitamin
B6 supplement to prevent deficiency of vitamin B6

Guidelines for Community Management of Acute Malnutrition = 127
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KEY

Keep clean

Separate raw and
cooked food

Cook thoroughly

Keep food at safe
temperatures

Use safe water and
raw materials

Wash your hands before handling food and often during food
preparation

Wash your hands after using the toilet/latrine

Wash and sanitize all surfaces and equipment used for food
preparation

Protect kitchen areas and food from insects, pests and other
animals
Separate raw meat, poultry and seafood from other foods

Use separate equipment and utensils such as knives and cutting
boards for handling raw foods

Store food in containers to avoid contact between raw and
prepared foods

Cook food thoroughly, especially meat, poultry, eggs and sea food

Bring foods like soups and stews to boiling point (to make sure
that they have reached 70 ° C). For meat and poultry, make sure
that the juices are clear, not pink

Reheat cooked food thoroughly

Do not leave cooked food at room temperature for more than 2
hours

If available, refrigerate promptly all cooked and perishable
(preferably below 5°C

Keep cooked food piping hot (>60 °C) prior to serving
Do not store food too long even in the refrigerator

Do not thaw frozen food at room temperature

Use safe water or treat it to make it safe

Select fresh and wholesome foods

Choose foods processed for safety such as pasteurized milk
Wash fruits and vegetables, especially if eaten raw

Do not use food beyond its expiry date

128 Guidelines for Community Management of Acute Malnutrition
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ANNEXES

FIVE KEYS TO SAFER FOOD*
wow ______________________|wn

While most microorganisms do not cause disease,
dangerous microorganisms are widely found in soil,
water, animals and people. These microorganisms
are carried on hands, wiping cloths, and utensils,
especially cutting boards and the slightest contact
can transfer them to food and cause foodborne
diseases

Raw food, especially meat, poultry and seafood, and
their juices, can contain dangerous microorganisms
which may be transferred onto other foods during
food preparation and storage

Proper cooking kills almost all dangerous
microorganisms (studies have shown that cooking
food to a temperature of 70°C can help ensure it is
safe for consumption). Foods that require special
attention include minced meats, rolled roasts, large
joints of meat and whole poultry

Microorganisms can multiply very quickly if food

is stored at room temperature. By holding at
temperatures below 5°C or above 60°C, the growth
of microorganisms is slowed down or stopped. Some
dangerous microorganisms still grow below 5°C.

Raw materials, including water and ice, may be
contaminated with dangerous microorganisms

and chemicals. Toxic chemicals may be formed in
damaged and mouldy foods. Care in selection of raw
materials and simple measures such as washing and
peeling may reduce the risk.
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AGING AND RECOMMENDED NUTRITION

TYPICAL PHYSIOLOGICAL CHANGES OF

ANNEXES

AND LIFESTYLE INTERVENTIONS

PHYSIOLOGICAL PHYSIOLOGICAL
CHANGES RECOMMENDED RESPONSES CHANGES RECOMMENDED RESPONSES

Decreased appetite

Sense of taste and
smell decreases

Chewing ability
decreases

Sense of thirst
decreases

Bowel dysfunction

Lactase production
decreases

Iron status decreases

Liver function
decreases

Insulin function
decreases

Kidney function
decreases

Immune function
decreases

Lung function
decreases

‘ ‘ CMAM Guidelines Book.indb 129

Monitor weight and strive to eat enough
to maintain healthy weight

Use meal replacement products
Vary the diet
Experiment with herbs and spices

Work with dentist to maximize chewing
ability

Modify food consistency as necessary
Eat high calorie snacks

Consume plenty of fluids each day

Stay alert for evidence of dehydration

Consume enough fiber daily, choosing
primarily fruits, vegetables

Meet daily fluid needs
Limit milk serving size at each use

Use reduced lactose or lactose free
products

Seek non-dairy calcium sources

Include some lean meat and iron
fortified foods in the diet

Ask physician to monitor blood iron
status

Consume alcohol in moderation, if at all
Avoid consuming excess vitamin A
Maintain healthy body weight

Perform regular physical activity

If necessary, work with physician and
registered dietician to modify protein
and other nutrients in the diet

Meet nutrient needs, especially protein,
vitamin E, vitamin B6, and zinc

Perform regular activity
Avoid tobacco products

Perform regular physical activity

Vision decreases

Lean tissue decreases

Cardiovascular
function decreases

Bone mass decreases

Mental function
decrease

Fat stores increases

Regularly consume sources of
carotenoids, Vitamin C, Vitamin E, and
zinc

Moderate total fat intake

Avoid sunglasses in sunny conditions
Avoid tobacco products

Perform regular physical activity

Meet nutrient needs especially protein
and Vitamin D

Perform regular physical activity
including strength training

Use diet modifications or physical
prescribed medications to keep blood
lipids and blood pressure within
desirable ranges

Stay physically active

Achieve and maintain a healthy body
weight

Meet nutrient needs especially calcium

and Vitamin D

Perform regular physical activity
especially weight bearing exercise

Women should consider use of

approved osteoporosis medications at

menopause
Maintain a healthy weight

Meet nutrient needs especially for
Vitamin E, C, B6, B12, folic acid.

Strive for lifelong learning
Perform regular physical activity
Obtain adequate sleep

Follow a healthy dietary pattern
Avoid overeating

Perform regular physical activity

Guidelines for Community Management of Acute Malnutrition = 129
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Carbohydrates
(sugars and
starches)

Fats & Oils

Proteins

Vitamin A

Vitamin D

Vitamin E

Vitamin K

Vitamin B1

(thiamine)

Vitamin B2

(riboflavin)

Vitamin B3

(niacin)

Vitamin 6

(pyroxidine)

Vitamin B12

(cobalamin)

Cereals such as maize and rice; starchy Vitamin C
roots such as cassava, sweet potatoes, irish
potatoes, and yams; starchy fruits such as
bananas; sugar from sugar cane, ripe fruit,
milk, and honey

Cooking oil, cooking fats (including ghee,
kimbo, and cowboy) and blue band/margarine;
fatty animal foods such as meat, chicken,

milk and fish; oily vegetable foods such as
groundnuts and soybeans

Plant source: legumes and pulses (such as
beans, cowpeas, garden peas, pigeon-peas

and groundnuts) Folic acid

Animal source: milk and milk products like
yoghurt and cheese, meat, poultry, fish,

insects, and eggs
Iron

Ripe mangoes, apricots, peaches, pumpkins,
carrots, orange fleshed sweet potatoes, dark
green leafy vegetables e.g. spinach, kale,
malakwang, boo; vitamin A rich leaves such
as leaves of cassava, amaranth, pumpkin etc.

Produced by the action of the sun on the skin

Wheat germ, fish, liver, egg yolks, organ

meats, cheese, milk (breast milk; milk

fortified with vitamin D), butter, margarine, lodine
mayonnaise

Vegetable oils; whole grain cereals Zinc

Synthesized by plants (Vitamin K1, or
phylloquinone); synthesized by bacteria in the
intestines (Vitamin K2, of menaquinone)

Whole grain cereals such as roasted and
cooked maize, pulses; green peas; fruits, Calcium
meat, milk, fish, oil seed, yeast

Animal products: milk, meat, liver, fish, eggs,
cheese Selenium

Vegetable products: green leafy vegetables,

cereal grains and pulses; yeast

Meat (especially liver, pork); poultry; ground AL

nuts, beans, peas, other pulses; cereal grains
(not readily available in maize and sorghum, Phosphorus
but maize can be treated with alkalis such as

limewater to make the niacin more available); sh2tliin
yeast Potassium
NOTE: any protein-rich food helps form

niacin.

Animal sources: meat, liver, pork, fish, milk;

Vegetable and fruit sources: spinach,
turnips, broccoli, bananas, oranges,
watermelon

yeast
Meat, fish, poultry, cheese, eggs, milk, liver

NOTE: cobalamin is synthesized by bacteria
in plants (e.g., in the nodules of some
legumes) and animals

130 Guidelines for Community Management of Acute Malnutrition
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(ascorbic acid)

ANNEXES

NUTRIENTS AND FOOD SOURCES

NUTRIENT SOURCES NUTRIENT SOURCES

Fruits: citrus fruits (oranges, grapefruit,
lemons, tangerines, limes), berries, paw
paws, mangos, melons, guavas, tomatoes,
bananas

Green vegetables: spinach, cabbage,
broccoli, green peppers, cauliflowers,
potatoes (with skin), plantains, young maize,
sprouted cereals and pulses

Animal foods: liver, milk

Substantial amounts of vitamin C can be lost
during food processing, preservation, and
preparation.

Animal foods (e.g. liver, eggs, poultry, meat);
green leafy vegetables (e.g. Spinach, kale);
legumes, oranges, whole grain cereals

Red meat; liver; fish; poultry; shellfish; eggs;
legumes; green leafy vegetables

NOTE:

phytates in cereals and vegetables and
tannins in tea and coffee decrease iron
absorption

Iron in food boiled in water is leached and lost
if the water is discarded.

Seafood, seaweed, iodized salt (iodine content
depends on the soil, animal feed, etc.)

Animal sources: meat, liver, fish, poultry,
eggs, milk, yoghurt, seafood including
shellfish and oysters

Plant sources: cabbage, carrots, spinach,
beets, green peas, legumes, whole grain
cereals, peanuts, barley

Milk, yoghurt, cheese, green leafy vegetables
such as broccoli, legumes, peas, fish eaten
with bones e.g. silver fish

Brown rice, nuts, whole grains, mushrooms,
asparagus, onions, garlic, egg yolks, milk,
meat, seafood

Fish and seaweed bone meal, meat, and dairy
products, grains, vegetables, and nuts

Milk and milk products; legumes
Table salt, canned soups

Bananas, avocados, oranges, mangoes,
papayas, legumes, spinach, cabbage, carrots,
tomatoes, potatoes, yams
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ANNEXES

TEMPLATE FOR HEALTH AND NUTRITION
EDUCATION RECORD BOOK

# ATTENDED

DATE TOPIC DELIVERED BY SIGNATURE
MALE FEMALE TOTAL
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ANNEXES

RECOMMENDED INFANT AND YOUNG
CHILD NUTRITION PRACTICES

A: Breastfeeding practices and discussion points for counseling

RECOMMENDED
BREASTFEEDING
PRACTICE

Put infant skin-to-skin
with mother immediately
after birth.

Initiate breastfeeding
within the first hour of
birth.

Exclusively breastfeed
(no other food or drink)
for 6 months.

Breastfeed frequently,
day and night.

Breastfeed on demand
(or cue) every time the
baby asks to breastfeed.

Let infant finish one
breast and come off
by him/herself before
switching to the other
breast.

Continue breastfeeding
for 2 years of age or
longer

Avoid feeding bottles

Mother needs to eat and
drink to satisfy hunger
and thirst

‘ ‘ CMAM Guidelines Book.indb 132

POSSIBLE POINTS OF DISCUSSIONS FOR COUNSELING

Skin-to-skin with mother keeps newborn warm.

Skin-to-skin with mother helps stimulate brain development.

This first milk "local word’ is called colostrum. It is yellow and full of antibodies which help protect your baby.
Colostrum provides the first immunization against many diseases.

Breastfeeding from birth helps the milk ‘come in’, ensures plenty of breast milk, and helps eject the placenta.

Breast milk is all the infant needs for the first 6 months.
Do not give anything else to the infant before 6 months, not even water

Giving water will make the infant full and cause less suckling; less breast milk will be produced.

Breastfeed the baby often, at least 8-12 times for a newborn and 8 or more times after breastfeeding is well established,
day and night, to produce lots of breast milk.

More suckling (with good attachment) makes more breast milk.

Crying is a late sign of hunger.

Early signs that baby wants to breastfeed:

o

Restlessness
°  Opening mouth and turning head from side to side
°  Putting tongue in and out

°  Sucking on fingers or fists

Switching back and forth from one breast to the other prevents the infant from getting the nutritious ‘hind milk’.

The ‘fore milk’ has more water content and quenches infant’s thirst; the ‘hind milk’ has more nutrients for growth.

Breast milk contributes a significant proportion of energy and nutrients during the complementary feeding period and
helps protect babies from illness

In the first year breastfeed before giving foods to maintain breast milk supply.

If infant is sick, mother should continue breastfeeding more often. Breastfeeding helps to fight against common sickness.

Foods or liquids should be given by a spoon or cup to reduce nipple confusion and the possible introduction of
contaminants.

No one special food or diet is required to provide adequate quantity or quality of breast milk
Breast milk production is not affected by maternal diet

No foods are forbidden

Mothers should be encouraged to eat supplemental foods from family food

If mother is suffering from cough, cold, or diarrhoea, she can still continue breastfeeding

Before breastfeeding, the mother should drink plenty of water

132 Guidelines for Community Management of Acute Malnutrition
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ANNEXES

Importance of breastfeeding

IMPORTANCE OF BREASTFEEDING
FOR THE INFANT/YOUNG CHILD

Breast milk:

Saves infants’ lives

Is a wholesome food for the infant and contains balanced
proportions and sufficient quantity of all the nutrients
needed for the first 6 months

Promotes adequate growth and development, thus
preventing stunting

Is always clean and safe

Contains antibodies that protect against diseases, especially
against diarrhoea and respiratory infections

Is always ready and at the right temperature

Is easy to digest; nutrients are well absorbed

Protects against allergies; breast milk antibodies protect
the baby’s gut, preventing harmful substances from passing
into the blood

Contains enough water for the baby’s needs (87% of water
and minerals)

Helps jaw and teeth development; suckling develops facial
muscles

Provides frequent skin-to-skin contact between mother and
infant, which leads to better psychomotor, emotional, and
social development of the infant

Provides the infant with benefits from colostrum, which
protects him/her from diseases; the amount is perfect for a
baby’s stomach size

Promotes brain development and increased intelligence
quotient (IQ) scores

Importance of breastfeeding for the mother

Putting the baby to the breast immediately after birth
facilitates the expulsion of placenta because the baby’s
suckling stimulates uterine contractions.

Breastfeeding reduces risks of bleeding after delivery
When the baby is immediately breastfed after birth, breast
milk production is stimulated.

Breastfeeding is more than 98% effective as a
contraceptive method during the first 6 months provided
that breastfeeding is exclusive and amenorrhea persists.

Immediate and frequent suckling prevents engorgement.

Breastfeeding reduces the mother’s workload (no time is
wasted in boiling water, gathering fuel, preparing milk).

Breast milk is available at anytime and anywhere, is always
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clean, nutritious, and at the right temperature.
* Breastfeeding is economical.
» Breastfeeding stimulates bond between mother and baby.

* Breastfeeding reduces risks of breast and ovarian cancer.

Importance of breastfeeding for the family

*  The child receives the best possible quality of food,
regardless of the family’s economic situation.

»  The family doesn’t have to buy formula or spend more
money for firewood or other fuel to boil water, milk, or

utensils; the money saved can be used to meet the family’s

other needs.

*  The family doesn’t have to pay medical expenses due to

illnesses that formula could cause in children, or diseases

that breastfeeding helps prevent in women. Mothers and
their children are healthier.

*  Because the baby has fewer illnesses, the family has less
stress associated with the baby’s health.

» Births are spaced, thanks to breastfeeding’s contraceptive

effect.
* Breastfeeding saves time.

* Breastfeeding reduces the family’s workload because the
milk is always available and ready.

Importance of breastfeeding for the community

*  Not importing formula and utensils necessary for its
preparation saves hard currencies that could be used for
other needs.

»  Healthy babies make a healthy nation.

» Having fewer sick children leads to lower national medical

expenses.

» Breastfeeding reduces child morbidity and mortality.

»  Breastfeed helps protect the environment by saving trees
that would have been used for firewood to boil water, milk
and utensils, and because breast milk is a natural renewable

resource.

Guidelines for Community Management of Acute Malnutrition
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B: Recommended complementary feeding practices

AMOUNT OF FOOD
AT EACH SERVING*
(IN ADDITION TO

TEXTURE
(THICKNESS/

FREQUENCY (PER

ANNEXES

VARIETY

6-8 months

9-11 months

12-24 months

Note: If baby is not
breastfed

Responsive active feeding

Hygiene

DAY) BREAST MILK) CONSISTENCY)

Meals 2 times bowl (250 ml) Thick porridge/pap
Nutritious snacks 1-2 Mashed/pureed family
times foods
Meals 3 times bowl (250 ml) Finely chopped family
Nutritious snacks 2 foods
times - Finger foods

Sliced foods
Meals 3 times 1 bowl (250 ml) Family foods
Nutritious snacks 2 Sliced foods

times

Add 1-2 extra meal
times and snacks

Be patient and encourage your baby to eat actively

Breastfeeding

4

Staples
Sorghum, millet, rice, bread

Legumes and nuts
Groundnuts, sesame,
lentils, beans, peas

Vegetables/fruits
Green leafy vegetables,
mango, pumpkin, tomato

Animal foods
Milk, eggs, meat, fish

Add 1-2 cups of milk per
day

Feed your baby using a clean cup and spoon, never a bottle as this is difficult to clean and may cause your baby to get

diarrhoea.

Wash your hands with soap and water before preparing food, before eating, and before feeding young children.

* Adapt the chart to use a suitable local cup/bowl to show the amount.

The amounts assume an energy density of 0.8 - 1 kcal/g.

Use iodized salt in preparing family foods

134 Guidelines for Community Management of Acute Malnutrition
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ANNEXES

COMMUNITY NUTRITION SCREENING
DAILY TALLY SHEET
FOR CHILDREN 6-59 MONTHS AND PLW

State County Payam Village/Boma
Name of HHP/volunteer Date (dd/mm/yy)
/ /
CHILDREN WITH GREEN MUAC
Q0000 Q0000 Q0000 Q0000 QOO0
Q0000 Q0000 Q0000 Q0000 Q0000
Q0000 Q0000 Q0000 Q0000 Q0000
Q0000 Q0000 Q0000 Q0000 Q0000
CHILDREN WITH YELLOW MUAC
Q0000 Q0000 Q0000 Q0000 QOO0
Q0O000O Q0O000O QOO0 QOO0 Q0000
Q0O000O Q0O000O QOO0 QOO0 Q0000
QOO0 QOO0 QOO0 QOO0 Q0000
ﬁ Q0000 Q0000 Q0000 Q0000 Q0000
* Q0000 Q0000 Q0O000 QOO0 Q0O000O
ﬁ Q0000 Q0000 Q0000 Q0000 Q0000
* Q0000 Q0000 Q0000 Q0000 Q0000

PREGNANT AND LACTATING WOMEN WITH INFANTS <6MONTHS (PLW) WITH MUAC 223.0CM
PLW (LACTATING) WITH MUAC 223.0CM

Q0000 Q0000 Q0000 Q0000 Q0000
PLW (PREGNANT) WITH MUAC 223.0CM
Q0000 Q0000 Q0000 Q0000 Q0000

PREGNANT AND LACTATING WOMEN WITH INFANT <6MONTHS (PLW) WITH MUAC <23.0CM
PLW (LACTATING) WITH MUAC <23.0CM

Q0000 Q0000 Q0000 Q0000 Q0000
PLW (PREGNANT) WITH MUAC <23.0CM
Q0000 Q0000 Q0000 Q0000 Q0000
Number of children Number of children Number of Children Number of children PLW WITH MUAC PLW WITH MUAC
with GREEN MUAC with YELLOW MUAC with RED MUAC with OEDEMA >23.0CM <23.0CM

PLW (Pregnant) = PLW (Pregnant) =

PLW (Lactating) = PLW (Lactating) =

3 |4 “E

$- H\: $- “\= $-
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ANNEXES

COMMUNITY NUTRITION SCREENING
MONTHLY TALLY SHEET
FOR CHILDREN 6-59 MONTHS AND PLW

State County Payam Village/Boma
Name of HHP/volunteer Date (dd/mm/yy)
/ /
CHILDREN WITH GREEN MUAC
Q0000 Q0000 Q0000 Q0000 Q0O000O
Q0000 Q0000 Q0000 Q0000 Q0000
Q0000 Q0000 Q0000 Q0000 Q0000
Q0000 Q0000 Q0000 Q0000 Q0000
CHILDREN WITH YELLOW MUAC
Q0000 Q0000 Q0000 Q0000 Q0000
Q0000 Q0000 Q0000 Q0000 QOO0
Q0000 Q0000 Q0000 Q0000 QOO0
Q0000 Q0000 Q0000 Q0000 Q0000
ﬁ Q0000 Q0000 Q0000 Q0000 Q0000
* Q0000 Q0000 Q0000 Q0000 QOO0
* Q0000 Q0000 Q0000 Q0000 Q0000
* Q0000 Q0000 QOO0 Q0O000O Q0O000O

PREGNANT AND LACTATING WOMEN WITH INFANTS <6MONTHS (PLW) WITH MUAC 223.0CM
PLW (LACTATING) WITH MUAC 223.0CM

Q0000 Q0000 Q0000 Q0000 Q0000
PLW (PREGNANT) WITH MUAC 223.0CM
Q0000 Q0000 Q0000 Q0000 Q0000

PREGNANT AND LACTATING WOMEN WITH INFANT <6MONTHS (PLW) WITH MUAC <23.0CM

PLW (LACTATING) WITH MUAC <23.0CM

Q0000 Q0000 Q0000 Q0000 Q0000
PLW (PREGNANT) WITH MUAC <23.0CM
Q0000 Q0000 Q0000 Q0000 Q0000
Number of children Number of children Number of Children Number of children
with GREEN MUAC with YELLOW MUAC with RED MUAC with OEDEMA >23.0CM <23.0CM

PLW (Pregnant) = PLW (Pregnant) =

PLW (Lactating) = PLW (Lactating) =

3 |$- “E

$- H\: $- “\= $-
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ANNEXES

MONTHLY REPORT FORMAT FOR OTP AND TSFP

Name of Health/Nutrition Facility

State County

Payam

Name of partners (if applicable)

Report compiled by

Contact telephone & e-mail

Reporting period

From (dd/mm/yy)

/

To (dd/mm/yy)

/ [—

HEALTH/NUTRITION FACILITY SCREENING REPORT

CHILDREN TOTAL BILATERAL
6-59 MONTHS SCREENED MUAC <11.5 MUAC 11.5-12.4CM [ [[[F/Ne= P2 He | B PITTING OEDEMA
6-59 months (male)
6-59 months (female)
@ TOTAL MUAC < 23.0
PLW SCREENED CM MUAC 223.0CM
PLW (pregnant)
PLW (lactating)

REFERRALS FROM THE COMMUNITY

CHILDREN TOTAL BILATERAL
6-59 MONTHS REFERRED MUAC < 11.5 MUAC 11.5-12.4CM | PITTING OEDEMA
6-59 months (male)
6-59 months (female)
TOTAL MUAC

PLW REFERRED <23.0CM
PLW (pregnant)
PLW (lactating)

NOTE

1. Screening: Only cases not already enrolled in the nutrition program are

reported.
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ANNEXES

MONTHLY REPORT FORMAT FOR OTP AND TSFP

CONTINUED

TSFP REPORTING

TARGET
GROUP

TOTAL IN THE
BEGINNING OF
THE REPORT-

ING PERIOD (A)

NEW ADMISSIONS

MUAC =
11.5-12.4CM
(B1)

MUAC
<23.0CM
(B2)

WHZ
SCORE
238D <28D
(B3)

RELAPSE
(B4)

TOTAL
NEW
ADMISSIONS
(B)= (B1+
B2+B3+B4)

OLD CASES (€)

READMIS-
SIONS
(RETURNED
DEFAULTER)
(1)

READMISSION
(RETURNED
REFERRALS)
"

TRANSFER
IN OTHER
TSFP (C3)

TOTAL
NEW
ADMISSIONS
(D) = (B+C)

6-59 months
(male)

6-59 months
(female)

Total 6-59 months

PLW (pregnant)

PLW (lactating)

Total PLW

Older people
(=60 years)*

Others (Children
=5 years, adoles-
cents, adults)*

TARGET
GROUP

DISCHARGES (E)

TRANSFERS (F)

CURED
(E1)

DEATHS
(E2)

DEFAULTERS
(E3)

NON RESPON-
DENTS (E4)

TRANSFER TO
OTP/SC/TTP
(F1)

TRANSFER TO
OTHER TSFP
(F2)

MEDICAL
TRANSFER
(F3)

OTHER
(6)

TOTAL EXITS
(H) = (E+F+G)

TOTAL IN
TSFP END OF
REPORTING
PERIOD
(1) = (A+D-H)

6-59 months
(male)

6-59 months
(female)

Total 6-59 months

PLW (pregnant)

PLW (lactating)

Total PLW

Older people
(=60 years)*

Others (Children
> 5 years, adoles-
cents, adults)*

Performance
indicators

Minimum
standards

275%

<10%

<15%
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ANNEXES

MONTHLY REPORT FORMAT FOR OTP AND TSFP

CONTINUED

OTP REPORTING

NEW ADMISSIONS

T OLD CASES ()

TOTAL IN OTP
THE BEGIN- WHZ
NING OF THE | OEDEMA (+, MUAC SCORE
REPORTING +) <11.5CM 235D
PERIOD (A) (81) (82) (B3)

TARGET
GROUP

NEW READMIS-
ADMIS- SIONS
SIONS (B)= | (RETURNED
RELAPSE (B1+B2+ | DEFAULTER)

(B4) B3+B4) )

READMISSION |  TRANSFER
(RETURNED |  IN FROM SC/
REFERRALS) |  ITP/OTHER

(2" (€3)

TOTAL

(D) = (B+C)

ADMISSIONS

6-59 months (male)

6-59 months
(female)

Total 6-59 months

Older people
(=60 years)*

Others (Children
> 5 years, adoles-
cents, adults)*

Total

DISCHARGES (E)

TRANSFER OUT (F)

TARGET CURED DEATHS | DEFAULTERS | NON RESPON-
GROUP (E1) (E2) (E3) DENTS (E4)

TOSC/TTPOR |  MEDICAL

TRANSFER
TOTAL IN OTP END OF
REPORTING PERIOD
(H) = (A+D-G)

OTHEROTP | TRANSFER
(F1) (F2)

TOTAL EXITS
(6)= (E+F)

6-59 months (male)

6-59 months
(female)

Total 6-59 months

Older people
(=60 years)*

Others (Children
=5 years, adoles-
cents, adults)*

Total

Performance
indicators

Minimum standards 275% <10% <15%

NOTES

1. Calculation of Performance indicators for TSFP and OTP:

a)Cure rate = Total Cured/Total discharges x100

b). Death rate = Total died/Total discharges x100

c). Defaulter rate = Total defaulted/Total discharges x100

d). Non-respondent rate = Total non -respondents/Total discharges x100
Total Discharges = Total (Cured+ deaths+defaulters+non-respondents)

2. Oedema(+,++): Cases with bilateral pitting oedema (grade 1 and grade 2). These
cases should be recorded only in the oedema column.

3. Relapses: Cases who were previously treated for SAM or MAM and discharged as
“cured”, but are readmitted because they fulfill admission criteria for OTP or TSFP
within a period of two months.

4. Returned referrals: Cases with SAM or MAM who were referred for medical
investigation (not in any nutrition programme) and return to continue treatment for
SAM/MAM within their OTP/TSFP treatment period.

‘ ‘ CMAM Guidelines Book.indb 139

5. Returned defaulters: Cases previously exited from OTP/TSFP as defaulters but
return (within a period of two months) and still fulfill the admission criteria for
SAM/MAM.

6. Cured: Cases who meet discharge criteria for OTP. i.e. MUAC >11.5cm OR
WEFH/L >-3z-score for 2 consecutive weeks AND no bilateral pitting oedema AND
clinically well and alert if children 6-59 months. ALSO cases who meet discharge
criteria for TSFP i.e MUAC > 12.5cm OR WFH/L> -2z-score for 2 consecutive
weeks AND clinically well and alert MUAC >23.0cm, on delivery OR infant reaches
6 months if PLW)

7. Deaths: Cases who died while registered in OTP/TSFP.

8. Defaulters: Cases who were absent for 2 consecutive visits in OTP/TSFP.

9. Medical transfers/referrals: Cases referred to a hospital or health facility for
medical investigation and care (not in any nutrition programme).

10. *For other categories: Use the applicable MUAC, BMI for age, or BMI cut offs
as per the CMAM guidelines.
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BSFP MONTHLY REPORT FORMAT

ANNEXES

Name of Health/Nutrition Facility

State

County

Payams

Partner

Context (urban, rural, camp)

Report compiled by

Contact telephone & e-mail

Reporting period

CHILDREN 6-23 MONTHS CHILDREN 24-59 MONTHS PREGNANT WOMEN LACTATING WOMEN

PRE- PRE- PRE- PRE-

VIOUS VIOUS VIOUS VIOUS

MONTH MONTH MONTH MONTH

CARRY- | NEWLY CARRY- | NEWLY CARRY- | NEWLY CARRY- | NEWLY

OVER ENROLLED | ATTENDED | OVER ENROLLED | ATTENDED | OVER ENROLLED | ATTENDED | OVER ENROLLED | ATTENDED
Male 0 0 0
Female 0 0 0
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ANNEXES
WEEKLY/BIWEEKLY COACHING AND
MENTORSHIP CHECKLIST
Name of Health/Nutrition Facility Date (dd/mm/yy)
/ /

ANTHROPOMETRY

Is oedema assessed accurately?

Is MUAC measured and recorded accurately?

Is weight taken and recorded accurately?

Is height/length taken and recorded accurately?
TSFP/OTP QUALITY OF PROGRAMME

Are admission procedures and criteria correct?

Is assessment of child performed correctly and recorded correctly?
Are routine medications given correctly?

Action protocol used correctly to determine appropriate action?
Are treatment cards filled out correctly?

Are register books filled out correctly?

Is the ration given and recorded correctly?

Are key messages correctly given to mothers/caregivers?

Is a prevention packages available, given, and recorded correctly?
Are non-respondents referred for medical investigation?

Are MIYCN prevention messages given, and practical demonstrations held
appropriately?

Are discharge procedures and criteria correctly followed?
COMMUNITY OUTREACH ACTIVITIES
Is active case finding conducted by HHPs/volunteers?

Are children referred accurately from the community?

Do community leaders understand the purpose of the program?
Are absentees or defaulters followed up in the community?
Monitoring and reporting

Are OTP/TSFP registration numbers assigned correctly?

Are referral slips filled out correctly?

Are monthly reports completed correctly and submitted on time?
SUPPLIES, EQUIPMENT AND ORGANIZATION

Is there a break in supplies? (yes/no)

Are nutrition commaodities stored correctly?

Are the necessary equipment and supplies available and in good order? (yes/
no)

Is the TSFP/OTP site organized well? (yes/no)
Is staff capacity sufficient to manage case load? (yes/no)

ACTIONS TAKEN:
Name of staff in-charge of the OTP/TSFP (interviewed): Designation: Signature
Name of Supervisor: Designation Signature
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ANNEXES

MONTHLY SUPPORTIVE SUPERVISION
CHECKLIST FOR OTP/TSFP

State

County

Payam

Name of Health/Nutrition Facility

Date (dd/mm/yy)

Supportive Supervision visit conducted while the OTP/TSFP session is running? D Yes

DNO

OTP/TSFP supported by MOH/NGO (specify)

Month of the last Supportive Supervision visit

and by whom?

Actions from previous Supportive Supervision

Name of staff (s) interviewed during the visit

POSITION

INSTITUTION/EMPLOYER

1. STAFF & TRAINING

1.1 Staff of the OTP/TSFP:
QUALIFICATION

(NUTRITIONIST

NURSES,
CLINICIANS/
PHO, CHW/HHP/
VOLUNTEERS)

Conclusion & actions taken

RESPONSIBLE
FOR:

SALARIES
INCENTIVES

OTHERS (SPECIFY)

PRESENT/
ABSENT
THE DAY
OF THE
VISIT

TRAINING ON
SAM/MAM? IF YES,
DATE OF THE LAST
TRAINING

2. ACTION PROTOCOL

2.1 Copy of the up-to-date protocol? []Yes []No IfYes, Year:

2.2 Posters/Job Aids displayed on the wall? []Yes []No

If Yes, which ones?

2.3 Protocol READ? [ ]Yes [ ]No
DIFFICULTIES in UNDERSTANDING? [ ] Yes [ ] No
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KNOWN? [ ]Yes [ ]No

If Yes, which part?
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ANNEXES

Conclusion & actions taken

3. TOOLS — MATERIALS - PRODUCTS

3.1 Register books available? []Yes []No

3.2 Charts/Job Aids available? |:| Yes D No If No, which ones are missing?
3.3 Treatment Card available? D Yes D No

3.4 Referral forms available? [JYes [INo

3.5 Safe drinking water available? |:| Yes D No IfNo, Actions taken

3.6 Sugar water available? D Yes D No IfNo, Actions taken

3.7 Health/Nutrition Education and Counselling cards/materials available?* []Yes [INo

3.8 Anthropometric equipment present and in good condition? []Yes []No
If not, please specify for MUAC _____ length-board Scale Others
3.9 Routine medications available? D Yes |:| No If not, which ones?

3.10 Logistics resources (motorbike, car, truck — petrol)? |:| Yes |:| No

If no, what arrangements have been made

3.11 Therapeutic /supplementary foods available, for how long? []Yes [INo Ifnot why?

3.12 Structures: Any problem to report

Conclusion & actions taken

4. ACTVITIES observed (on patients and/or written on the charts)
OBSERVED OR REVIEWED

FROM RECORDS OF THE LAST | DIRECTLY | RECORD | ADEQUATE? [e¢lele]s)

2 MONTHS OBSERVED | REVIEW | Y/N +1 POOR 0

1.Welcoming the beneficiaries/
caregivers

2. Flow of the beneficiaries
3. Passive screening

4. # of cases referred by HHPs/
volunteers in the last month?

5. Is bilateral pitting oedema checked?
6. Is oedema graded?

7.1s MUAC measurement taken
correctly?
8. Is weight measurement taken
correctly?

9. Is Length/height measurement taken
where needed and feasible?

*MIYCN counselling cards/Flip charts, Posters
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ANNEXES

FROM RECORDS OF THE LAST | DIRECTLY ECORD | ADEQUATE? gclelols}
2 MONTHS OBSERVED | REVIEW | Y/N +1 POOR 0

10. Is additional assessment with
WEFH/L z-score conducted correctly?

OBSERVED OR REVIEWED - QUALITY
R

11. Is admission criteria correct?

12. Is discharge criteria correct?

13. For every new case, is a medical

check/clinical assessment done and

recorded by a clinician?

14. Is appetite test for RUTF conducted

correctly at both admission & follow

up? (for OTP)?

15. Are registration # given correctly?

16. Are routine medications given and

recorded correctly?

17. Is the ration given & recorded

correctly?

18. Frequency of anthropometric

measurements?

19. Frequency of RUTF/RUSF

distribution?

20. Is Health & Nutrition Education

provided?

21. Is failure to respond to treatment

diagnosed and action taken correctly?
@ 22. Are absentees and defaulters noted @

in the register books, and traced?

23. Home visits conducted according to

criteria and recorded?

24. Are referral slips used for all

referrals

25. Is exit outcome recorded on the

treatment card and in the register book?

26. Are register books & treatment

cards well kept at the health/nutrition

facility?

27. Are stock cards of nutrition

therapeutic supplies kept and updated

correctly?

28. Are WASH facilities available?

(portable water, handwashing facilities,

soap for handwashing, toilet facilities)

29. Are the monthly reports compiled

correctly?

30. Are the monthly reports submitted

on time

31. Are community nutrition monthly

reports received and filled correctly?

Total score
= x100

31

Conclusion & actions taken
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5. STORAGE STRUCTURE

Shelter: |:| Yes |:| No If No, which ones are missing?

Hygiene: [JYes [INo 1f No, which ones are missing?

Other:

Adequate Storage: []Yes []No IfNo, which ones are missing?

If No, explain

6. COORDINATION

Date of the last CHD Meeting / /
Date of the last delivery of RUTF/RUSF and other supplies / /
Date of the last Meeting with the HHPs / /

Is a visitors book available and in use?

@ Remarks: @

7. Beneficiaries/Mothers/caregivers’ perceived views on nutrition services

Remarks

CONCLUSION & ACTION TO BE TAKEN FOR THE NEXT MONTH

Name and signature of staff in charge:

Name and signature of Supervisor:
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ANNEXES

HEALTH/NUTRITION FACILITY
INTEGRATED QUARTERLY SUPPORTIVE
SUPERVISION CHECKLIST

State County Payam

Date (dd/mm/yy)
/ /

Name of staff in-charge interviewed Contact telephone

BASIC INFORMATION

1. Name of Health/Nutrition Facility:

2. Type (PHCU, PHCC or Hospital):

3. Ownership (Government, Partners)?

4. Number of Villages/Bomas attached to this Health facility?

5. Catchment population of the Health facility?

® ORGANIZATION AND MANAGEMENT

1. Reception/waiting area at OPD available and well organized?

2. Water, Sanitation and Hygiene (WASH) of the health facility:

» Latrines for patients and caregivers available and functional?

« Latrines for staff available and functional?

» Refuse disposal facilities in place?

* Medical waste disposal facilities in place?

* Compound tidy?

» Hand washing facility (with soap) available?

¢ What is the main source of water?

3. Staffing (please insert types of cadres)

a. Health and Nutrition staff
#TRAINED ON

NUTRITION SERVICE
CADRES #AVAILABLE DELIVERY COMMENTS
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ANNEXES
a. Support staff
#TRAINED ON
NUTRITION SERVICE
CADRES #AVAILABLE DELIVERY COMMENTS
4. HHP/volunteer functionality? (e.g. No. of active HHPs/volunteers per facility, No. of referrals made in a quarter, feedback
meetings held)
5. HHPs/Volunteers supervision file in place and updated?
6. Attendance register book in place and properly filled?
7. Leave roster in place?
8. Duty roster in place?
9. Minutes of staff meetings available?
10. Minutes of the health facility management committee meetings available?
@ 11. Any minutes of other relevant meetings? (specify) @

12. Reports from weekly/biweekly and monthly supportive supervision visits available and acted on? []Yes []No

Comments:

SERVICES
A: NUTRITION SERVICES

1. Evidence of nutrition assessment at different care points (general OPD, ANC/PNC, OTP, TSFP, HIV/AIDS/TB/kala azar/
paediatric wards, maternity, ITP/SC etc.):

a. Is bilateral pitting Oedema checked and recorded correctly?

b. Is MUAC measured and recorded correctly?

c. Is Weight taken and recorded correctly?

d. Are Height/length taken and recorded correctly?

e. Are Medical complications identified and recorded correctly? 3

f. Interpretation done correctly?

g. Referral for nutrition services conducted as necessary?

2. OTP available and functional?

3. TSFP available and functional?

4. ITP/SC available and functional (if applicable)?

5. BSFP services available (if applicable)?

6. Waiting area at the OTP/TSFP: Is there a seating area available, is it in the shade and well organized? Triage conducted

correctly? Is health and nutrition education conducted?
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7. Are cases with acute malnutrition and mothers/caregivers handled properly (served timely, staff attitude, clear

instructions on what to do)?

8. Facilities for stimulation/play therapy (e.g. playground for children, play materials/toys) available? []Yes []No

Comments:

9.  Facilities for health /nutrition education and counselling (counselling room, demonstration materials and equipment) available?

D Yes D No

Comments:

10. Kitchen garden for demonstration to mothers/caregivers of children under five years available? []Yes []No

Comments:

11. Availability and functionality of anthropometric equipment (MUAC tapes, Weighing scales, Height boards) (Tick appropriately

where applicable)
i P P P
EQUIPMENT AVAILABILITY | FUNCTIONALITY COMMENTS
MUAC tapes (children) [] Yes []No ] Yes []No
MUAC tapes (adults) [] Yes []No [ Yes [JNo

Weighing scales (children) [] Yes []No ] Yes []No

@ Weighing scales (adults) [] Yes []No [] Yes [JNo @
Height boards (children) [] Yes []No ] Yes []No
Height boards (adults) [] Yes []No [] Yes []No

12. Demonstrated ability on use of the anthropometric equipment

ANTHROPOMETRIC
EQUIPMENT COMMENTS ON DEMONSTRATED ABILITY ON USE:

MUAC tapes
Weighing scales (Digital)

Height boards

13. Availability of IEC materials on nutrition/health?

IEC MATERIALS COMMENTS ON AVAILABILITY:

MIYCN
WASH
Family planning

GMP

Others (specify)

14. Documentation of Health/Nutrition Education and Counselling sessions held (group/individual): []Yes []No

Comments:

15. Is there evidence of behaviour change as a result nutrition counselling (e.g. success stories etc.). []Yes []No

Comments:
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16. Availability and proper usage of therapeutic /supplementary foods/supplies (stock out, prescription, preparation, feeding

utensils, feeding frequency, supervision, personnel, state of the kitchen)?

THERAPEUTIC

NUTRITION SUPPLIES/
FACILITIES COMMENTS ON AVAILABILITY AND PROPER USAGE:

Routine medications
F75
F100

Resomal
RUTF

Supplementary food rations
(RUSF, CSB++)

Feeding utensils
Kitchen
Protective gear
Others (specify)

17.  Are the CMAM guidelines/protocols 35 available and in use in the facility? D Yes D No

Comments:

18. Nutrition supplies management and stock control:

a. File for delivery notes in place?

@ b. File for routine medications and other supplies orders *® in place? @

c. Are store issue vouchers available and appropriately filled?

d. Are stock cards present and updated correctly?

e. Is the dispensing Log for supplies present and duly filled?

f. Stores organised and supplies sorted appropriately?

g. Equipment and other materials available and in good condition?

h. Equipment inventory available and updated?

i. Comment on conditions of storage of supplies (expiry dates, shelves, pallets, SLFO/FEFO ¥, fumigation schedule, ventilation,

accessibility, security)

j. Are expired/damaged/obsolete drugs, nutrition therapeutic supplies and equipment stored separately and disposed of

appropriately?

19. Nutrition Data Collection, Management and Use:

a. Timely compilation of accurate, complete program data *® (look at CMAM register books and monthly reports for

confirmation), shared/ submission and where

COMMENTS ON ACCURACY AND COMPLETENESS OF PROGRAM DATA/SHARE/
PROGRAMME DATA SOURCE | SUBMISSION:

Inpatient (SC/ITP) register books
SC/ ITP monthly reports

OTP register books

TSFP register books

BSFP register books (if applicable)
OTP/TSFP/BSFP monthly reports
MIYCN reporting format
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. Are performance indicators in line with minimum standards (SPHERE Standards) (cure rate, death rate, defaulter rate:

Quarterly average). |:| Yes |:| No Comments:

. Are nutrition data forms uploaded onto the District Health Information System (DHIS 2)

and updated? []Yes [JNo Comments:

. Are monthly trends of new cases identified with acute malnutrition through routine screening plotted on a graph and displayed

at the health facility? D Yes D No Comments:

. Is home visit data used (analysed and compiled into summary, discussed during monthly meetings with HHPs/volunteers) and

shared with relevant clusters e.g. WASH, FSL?

B: EXPANDED PROGRAMME OF IMMUNIZATION (EPI) SERVICES

EPI Outreach roster for the month available?

EPI Outreach tally sheets for the last month available?

EPI fridge functional, temperature monitoring chart available and updated?

EPI fridge and vaccine carriers well organized?

Is the vaccine control book in place and correctly filled?

How is the coverage for EPI?

Integration of nutrition into EPI services? |:| Yes |:| No Comments:

C: REPRODUCTIVE HEALTH SERVICES

1.
2
3.
4

5.

ANC outreach program available and followed?

ANC register in place and appropriately filled?

Are reproductive health commodities 3 available?

Deliveries register in place and appropriately filled?

Integration of nutrition into reproductive services? []Yes [JNo Comments:

PROBLEMS, SOLUTIONS AND RECOMMENDATIONS

PEOPLE
m GAPS IDENTIFIED SOLUTIONS PROPOSED TIME FRAME RESPONSIBLE

Overall comments on the support supervision visit

Name of supervisor Signature

Organization/Institution

PLEASE ENSURE THAT A COPY OF THIS SUPPORT SUPERVISION FORM IS KEPT AT THE HEALTH UNIT.
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ESTIMATING NUTRITION SUPPLIES NEEDS

A: ESTIMATING RUTF NEEDS OTP
For treating children 6-59 months in OTP, it has been
estimated to require 136 sachets per treatment per child, on

average.

Projections for RUTF requirements are made by multiplying
the RUTF required per treatment per child with the total
admissions or anticipated cases (based on trends of acute

malnutrition).

EXAMPLE

Consider an OTP that had 100 total admissions of children
6-59M during the month of December 2015. Projections for
RUTF requirements for this OTP for the period January to

February 2016 are as follows:

*  RUTEF required for 1 child for the entire treatment

(average of 2 months) = 136 sachets;

*  RUTF required for 100 children for entire treatment
(average of 2 months) = 136 sachets x 100= 13600
sachets;

e Convert to cartons = 13600 =90.7 cartons;

150
*  Round up to 91 cartons;

e Add 10% buffer stock = 10 x 91 =9.1 cartons
100

*  Round up to 10 cartons;

¢ Total amount to order = 91+10 =101 cartons of
RUTF.

Note: Be sure you order in full cartons.
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B: ESTIMATING SUPPLEMENTARY
FOOD NEEDS FOR TSFP

A child 6-59 months admitted in TSFP will require 1 sachet of
RUSEF per day translating into 30 sachets per month.

If using super cereal plus as an alternative ration to RUSF,
a child 6-59 months will require 200g per day and 200 x30
=6000g = 6kg per month. Each packet of super cereal plus
=1.5kg. Therefore, the child will require 4 packets of super

cereal plus per month.

Note: 1 box of super cereal plus contains 10 packets.

EXAMPLE:
If you have 200 children 6-59 months in TSFP at the end
of November 2015, projections for RUSF requirements for

January 2016 are as follows:
*  RUSEF required for 1 child for one month= 30 sachets

*  RUSF required for 200 children for one month =30 x
200= 6000 sachets

e Add 10% buffer stock = 10 x 6000 =600 sachets
100

¢ Total amount of stock to order = 6000+ 600= 6600

sachets

¢ Convertto cartons = 6600 = 44 cartons
150
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NUTRITION SUPPLIES AND EQUIPMENT
ORDER FORM TEMPLATE

ANNEXES

State

County

Payam

Name of Health/Nutrition Facility

Organization

Requested by

Date (dd/mm/yy)

Contact telephone & e-mail

RECOMMENDED NO.

UNITS/TREATMENT/ AMOUNT AMOUNT

CHILD OR MONTHLY BUFFER NEEDED FOR | OF BUFFER |TOTAL STOCK| STOCKIN

ITEM UNIT RATION STOCK (%) | CASELOAD |PROGRAMME| STOCK NEEDED CARTONS
Resomal, 42 sachet/1L/CAR-100 sachet 42g 0.2 10
F75 therapeutic diet, sachet 102.5g/CAR-120 sachet 102.5g 12 10
F100 therapeutic diet, sachet 114g/CAR-120 sachet 102.5g 4 10
Therapeutic spread, sachet 92g/CAR-150 sachet 92¢g 136 10
Mother/baby electronic scales PC 0
Baby length/height board PC 0
Height board (adult) PC 0
MUAC tapes (child) PAC 0
MUAC tapes (adult) PAC 0
Retinol 100,0001U soft gel caps/PAC-500 Caps 1 10
Retinol 200,000IU soft gel caps/PAC-500 Caps 1 10
Mebendazole 500 mg tabs/PAC-100 Tab 1 10
Folic acid 5mg tab
Anti malarials
Amoxici.pdr/oral sus. 125mg/5ml/BOT-100ml
Bed nets (LLITN) (pc)
Soap for hand washing (Bars)
RUSF, sachet 92g/CAR-150 sachet 92g 30 10
CSB++, 1.5kg/CAR-10 PAC 1.5kg 4 10
NOTES: 1. For therapeutic supplies, 10% buffer or emergency stock should be added to quantities needed for the program.
2. Amount needed for program is equal to number of children on program X Unit of item recommended/treatment/child.
3. Two months buffer stock should always be kept in the facility store or 4months buffer stock in the warehouse.
This list is not exhaustive, other items can be added if in use
Name and Title of Person requesting: WHERE TO PLACE A
ITEM WHEN TO ORDER NEW SUPPLY ORDER
Resomal, 42 sachet/1L/CAR-100 Every 2 months through CHD /
Signature: F75 therapeutic diet, sachet 102.5g/CAR-120 Every 2 months | SMOH to MOH/
F100 therapeutic diet, sachet 114g/CAR-120 Every 2 months | UNICEF/WFP

Date: Every 2 months

Therapeutic spread, sachet 92g/CAR-150

Mother/baby electronic scales

Based on need

Name and Title of Person approving:

Baby length/height board

Based on need

RUSF/CSB ++

Monthly

MUAC tapes (child,11.5 Red)

Based on need

Signature:

Retinol 100,0001U soft gel caps/PAC-500

Retinol 200,0001U soft gel caps/PAC-500

Should be part

Date:

Mebendazole 500 mg tabs/PAC-100

of MOH essential

Albendazole 400mg tabs/PAC-100

drugs list

To be submitted min. two weeks in advance of expected delivery of items
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Amoxici.pdr/oral sus 125mg/5ml/BOT-100ml
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ANNEXES

State County: Payam

Name of organization Name of Health/ Nutrition Facility Reporting month

Compiled by Contact telephone & e-mail Date (dd/mm/yy)

NEW STOCK STOCK
RECEIVED UTILIZED
STOCKATTHE | DURING THE DURING THE | DAMAGED | BALANCE AT NO. OF
BEGINNING OF | REPORTING REPORTING [EXPIRED | THEEND OF | STOCKOUT
ITEM CODE UNIT THE MONTH MONTH MONTH STOCK MONTH DAYS REMARKS

Plumpynut (RUTF) sachet CAR/ $0000240 CAR
92 g-150
Amoxillin pdr oral sus 125 mg bot | S1505046 BOT
100 ml
Amox 250mg tab Pac 10 $1505045 PAC
Amox 250mg tb Pac20 $1505044 PAC
Weighing trousers pac S0189000 PAC
Micronutrients film tab Pac 1000 $1580100 PAC
Albendazole 400 mg chew pac $1555370 PAC
1000
Scale inf. Spring S0557000 PC
ReSoMal 42 g sachet Car 100 $1561125 CAR
F-100 ther diet sachet 1114 g $0000209 CAR
Car 90
F-75 ther diet sachet 102 g Car 120 S0000208 CAR
Portable bay/child length/height S0114540 SET
measure
Portable adult height measure SET
Weighing scale mother child 150 S0141021 EA
kg x 259
Mebendazole 500 mg chew tab $1555360 PAC
pack 100
MUAC child PAC-50 $0145620 PAC
MUAC Adult PAC-50 $0145630 PAC
Retinol 100 K 1U soft gel PAC caps. | S7800001 PAC
PAC-500
Retinol 200 K 1U soft gel PAC caps. | S7800002 PAC
PAC-500
Portable bay child L-H meas./SET-2 | S0114530 SET
Scale infant spring type 25 kg S0145555 EA
x100g
Fe +folic acid 60+0.4 mg tab/PAC | $1550025 PAC
1000
Multiple Micro. Nut pdr $1580201 PAC
Port. Baby chd L-H S01145200 SET
RUSF sachet CAR/ 92 g-150 CAR
CSB ++ CAR
Soap for hand washing
Bed net (LLITN)
Antimalarials

Note: This list is not exhaustive, other supplies and equipment can be added if in use
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history) and physical examination. It should be carried out by a qual-
ified/skilled health provider such as a clinician or a nurse (in absence

of a clinician) to rule out any medical complications or general danger
signs before admission to OTP.

2 Ideally maximum length of stay should be 2 months for OTP and 3 20 Ready-to-use therapeutic food which comply with WHO specifica-
months for TSFP (SPHERE standards). However, due to contextual tions already contain sufficient vitamin A
factors influencing length of stay in OTP/TSFP in South Sudan, (such 21 3 or more loose in stools in a day
as high levels of food insecurity, selling/sharing of RUTF, erratic na- . ) o Y
ture of nutrition therapeutic supplies, absenteeism for scheduled fol- 22 _Kala-_Azar also known as "visceral Ielshma_nlaSIS (\_/L)' or bla_ck fever,
low up visits), an additional one month has been allowed for OTP. Isa dlsgase endemic to South $udan, particularly in Upper' Nile, Jon-

i o ) glei, Unity and Eastern Equatoria States. Most affected patients (70%)

3 WHO (2003): Management of Nutrition in Emergencies are children aged under 15 years who already suffer from concurrent

4 Black RE, Allen LH, Bhutta ZA, Caulfield LE, de Onis M, Ezzati M, malnutrition and other secondary illnesses.

Matlhers C, Rivera J. Maternal and child undernutrition: global and 23 Effects of aging such as loss of teeth, gum disease, difficulties in
regional exposures and health consequences. 7/e Lancet. 2008; 371: chewing and swallowing, poor absorption, sensory loss, poor appe-
243-60. tite, hypertension and diabetes predispose the older persons to acute

5 WHO (2013): WHO conceptual framework: Childhood stunting con- malnutrition
text, causes, and consequences 24 WHO,2007. WHO Reference 2007, Growth reference data for 5-19

6 Skuse, D., Albanese, A., Stanhope, R., et al. A new stress-related syn- years. Geneva: WHO.
drome of growth failure and hyperphagia in children, associated with 25 De Onis, M, AW, Onyango, E Borghi, A Siyam, C Nishida, and J
reversibility of growth-hormone insufficiency. 7#e Lancet (August Siekmann. 2007, Developr‘nent ofaWHO grO\;vth reference for
10, 1996) 348, 9024: 353-58. school-aged children and adolescents. Bulletin of the World Health

7 Republic of South Sudan: The Sudan Household Health Survey Organization 85: 660-7.

(2010) 26 WHO0,1999. Management of severe malnutrition: A manual for physi-

8 WHO (2011). Training Course on the Inpatient Management of Severe cians and other senior health workers. Geneva: WHO.

Acute Malnutrition 27 FANTA,2003. Anthropometric Indicators Measurement Guide. Wash-

9 Pelletier D L (1994). The relationship between child anthro- ington, DC: FANTA at AED
pometry and mortality in developing countries: implications 28 FANTA-2 generic CMAM Job Aids/Monitoring and Reporting Sheets,
for policy, programs and future research. J Nutr. 124(10 Suppl) november 2010 draft www.fantaproject.org for new updates and final
20475-2081S.2081S versions [O)

10 For example, in cases with MAM, the usual signs of dehydration 29 The expanded criterion takes into account scale up for the locations
such as sunken eyes and slow skin pinch are relatively reliable. Renal without partners and also weak partner capacity in implementing the
function is sufficiently preserved. These chllldren with MAM can bg full OTP protocol. For the longer term, implementing actors are en-
treated with standard IMNCI protocols for diarrhoea and dehydration. couraged to staff OTPs and TSFP adequately to provide the full range
The inflammatory response is relatively intact, such that fever is usu- of services in line with the national CMAM guidelines
ally due to infection. Pneumonia typically presents with a fast respira- L . -
tory rate. These cases can safely metabolize standard doses of most 30 UNHCR (2011). Guidelines of Selective Feeding: The Management of
drugs. This is different from the SAM cases, where different diagnos- Malnutrition in Emergencies.
tic criteria and treatments have to be applied. 31 The Mother and Child Health and Education Trust (2011). Manage-

11 Howard G. and Snetro, 2004: How to mobilize communities for social ment of Severe Acute Mallnutrltlon in Children Under Five Years:
change Ready-to-Use Therapeutic Food (RUTF).

12 Aggravating factors are normally defined as inadequate general food 32 Food Safety, World Health Organization (WHO) http://www.who.int/
consumption, crude mortality rate above 1/10,000/day, epidemics foodsafety/areas_work/food-hygiene/5keys-poster/en/. Retrieved on
measles and high prevalence of respiratory or diarrheal diseases, 15/01/2016
Poor sanitation environment, among others. 33 Medical complications including hypothermia, hypoglycemia, diar-

13 ART: Antiretroviral Treatment (for people infected with HIV) rhoea ar_1d dehydratlon, shock, mfect.lons, severe Vltamln A deficien-

) . cy, cardiac failure, very severe anemia, severe dermatosis
14 DOTS: Directly Observed Therapy Short-Course (for TB patients) ) o ) i L
i L ) o ) ) 34 Medical complications including hypothermia, hypoglycemia, diar-

15 Medical complications: hypoglycaemia, hypothermia, infections, di- rhoea and dehydration, shock, infections, severe Vitamin A deficien-
arrhea and dehydration, shock, very severe anaemia, cardiac failure, ¢y, cardiac failure, very severe anemia, severe dermatosis
severe dermatosis, corneal ulcerations. ' L '

IMNCI (general) danger signs: unable to drink or breastfeed; vomits 35 CMAM/MIYCN/PMTCT/'CC_M/.TB/MALARIA/A_NC/REPRODUC_TIV_E
everything; has had convulsions (more than one or prolonged >15 HEALTH/IMNCI Functionality: in line with National CMAM guidelines.
min); lethargic or unconscious; convulsing now. 36 To include nutrition supplies; RUTF, F100, F75, Resomal, CMV, RUSF,

16 Collins and Yates, 2003: The need to update the classification of CSB++, CSB+, sugar, ol
Acute Malnutrition: 74e Lancet, 362, (93979), 2003:249 37 SLFO: Shortest Life First Out; FEFO: First Expiry first Out

17 A medical check involves history taking (medical and dietary/feeding 38 Emphasis is on proper filling of all M & E tools
history) and physical examination. It should be carried out by a quali- 39 Include the following: Iron/folate supplementation, deworming tablets
fied/skilled health provider such as a clinician or a nurse (in absence (anthelmintic), Tetanus Toxoid (TT)
of a clinician) to rule out any medical complications or general danger
signs before admission to TSFP.

18 Initial planning timeframes generally anticipate a duration of 3
months for a BSFP though there may be variations.

19 A medical check involves history taking (medical and dietary/feeding
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